from the standpoint of public health, for a patient to notifY sexual partners of his or her positive HIV status. Three common justifications are (I) to protect uninfected partners from a possible future infection; (2) to inform those who have been exposed so that they can be tested and, if positive, avail themselves of appropriate medical care; and (3) to bring into the public health system people whose behavior puts them at risk of contracting (or transmitting) HIV and to counsel them to change their behavior. If a patient does not disclose her positive status to partners, health care providers and public health authorities are expected to trace and notifY them.
::-.iotification protocols must be reexamined in the light of another epidemic affecting women -the epidemic of domestic violence. The estimated number of battered women in the United States ranges from 1.6 million to 12 million a year. 2 • 3 Many women learn of their HIV infection during prenatal care, and 25 to 63 percent of women who have been battered undergo abuse during pregnancy, including blows to the abdomen, injuries to the breasts and genitals, and sexual assault. 2 In one study of violence and substance use during pregnancy, a pregnant woman's risk of being battered was associated with her use of alcohol and her partner's use of illicit drugs during the pregnancy, even when the researchers controlled for socioeconomic factors and a history of violence. 4 The ::-.iational Association of People with AIDS reports a strong link between violence and AIDS. In a recent survey conducted by the association, patients with AIDS ranked the threat of violence as a major concern. Seventeen percent of all women in the survey and 25 percent of Hispanic women reported violence in the home. 5 The risk of violence has also been emphasized by researchers investigating the failure of AIDS-prevention programs for women. Promoting the use of condoms (the main strategy for reducing the risk of sexual transmission) has been linked to an increased risk of violence for the most vulnerable women, who may already be victims of sexual or physical abuse. 6 • 7
The connections among domestic violence, drug abuse, and AIDS suggest that thousands of women with HIV infection may be at risk of harm from their partners if the partners are informed of the infection. We are aware of two women who were shot and many others who were injured or abandoned after revealing to their partners that they were infected with HIV. To the best of our knowledge, there have been no studies of assault or threats of violence by a sexual partner after notification of HIV status. Despite the lack of data, the CDC notes in its brochure on patient counseling that the patient should anticipate a "hostile reaction" from a partner on learning that he or she has been exposed to infection. 8 Nonetheless, the CDC continues to urge that all partners be notified of a likely exposure.
When there is a risk of violence, how should the health care provider respond? How can the physician reconcile the public health strategy of notifying all partners with the duty to do no harm to the patient, especially when the patient reports a strong possibility of violence should her partner learn of her HIV infection? An analysis of the potential for legal liability offers little help, since the physician has duties to the patient and to the patient's partner, although to different degrees, if there is a foreseeable risk of harm to either party. Instead, we propose as guiding principles four ethical tenets that underlie the relationship between physician and patient: beneficence, nonmaleficence (doing no harm), respect for autonomy, and confidentiality. Beneficence compels the physician to maintain a loyalty to the patient that is unencumbered by nonmedical considerations. Nonmaleficence directs the physician not only to address the manifestations of disease but also to protect the patient from additional harm. Respect for autonomy means encouraging self-determination on the part of the patient. Confidentiality requires deference to the patient's concern for privacy. In combination these tenets direct us to make the interests of the patient our primary focus. Moreover, we should show due concern for the relationships valued by the patient.
We propose an analytic framework for decisions about partner notification that is consistent with the. physician's primary ethical concern for the patient. In making these decisions, physicians must balance both the likelihood and the seriousness of potential harm to the parties in choosing whether to breach confidentiality against the wishes of the patient. Although the seriousness of HIV transmission cannot be overstated, a high risk that an infected patient will be subject to immediate violence or death outweighs the risk that she will transmit HIV to her partner. As uncomfortable as some physicians may feel about raising the difficult issues of sex and drug ~se, they should be discussed if there is a risk of violence.
In addition to balancing the seriousness of potential harms, the physician must weigh the risk of occurrence before deciding on a course of action. For example, there is considerable scientific evidence that the risk of HIV transmission from women to men through vaginal sex is quite low as compared with the risk of transmission from men to women. 9 • 10 If transmission by sexual contact is the only risk faced by a male partner, the threat of violence to the patient may outweigh the obligation to notifY the partner. Indeed, male partners of HIV-infected women may be infected already. When it can be ascertained that the partner is already infected, notification is less urgent. The risk of physical harm to the female patient from her partner may be greater than the potential benefit of warning the partner. If an HIV-infected woman is at high risk of violence from a sexual or needlesharing partner, the physician should weigh this risk against that of HIV transmission.
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11 Although health care providers have a duty to protect third parties from harm, partner notification may discourage women from seeking HIV testing and counseling because of the fear that their partners may learn of their infection and do them physical harm. If the risk of domestic violence is great, the HIV -infected woman should be protected from that risk before partner notification is recommended or undertaken. Clinical assessment screens are effective in identifYing the occurrence, frequency, and severity of abuse suffered by women.
12 Such screening should be used before consideration is given to notifYing a partner over the objection of the patient.
When the patient's partner is also a patient of the physician, the physician would appear to have identical obligations to both patients. Obviously, it is impossible to ascribe a greater value to one patient than to another. Nevertheless, we believe a distinction can be made in terms of the need for protection. Whereas men have available the means to protect themselves from HIV infection, women are often powerless to protect themselves from male-to-female transmission and are more susceptible than men to infection through vaginal intercourse. Decisions about partner notification need to be made in the context of many factors, one of which may be the vulnerability of the female patient to abuse. At the very least, informed consent must include a warning to the patient that her partner may be notified if she has a positive test for HIV.
To minimize the risk of violence to an HIV -infected woman, pre-and post-test counseling must include a safety plan if the physician intends to notifY the partner. Notification must be delayed until a plan is in place to protect the patient from harm. Of course, if there is no indication of a risk of violence against the woman, the provider should follow public health directives with respect to partner notification.
In addition to offering an approach to resolving the conflict that partner notification may raise for health care providers treating women with HIV infection, we also call for studies of the connection between domestic violence and partner notification in the context of the HIV epidemic. The epidemics of AIDS and domestic violence intersect, creating a new challenge for the health care community. To meet this challenge, physicians and public health officials need to address the threat of abuse in formulating policies and practices of partner notification in the case of HIV-infected women. To ignore the possibility of violence is to run the risk of placing HIV-infected patients in harm's way.
